shadow occupying the right upper and mid zones, with a slight shift of the trachea and upper mediastinum to the left side; no calcification was seen ( Fig. 1) . A bloody fluid was obtained on chest aspiration. As bronchoscopy revealed no abnormality and sputum for acid-fast bacilli was negative, a thoracotomy was advised. The patient refused this and took his own discharge from hospital on 21 November 1979.
The patient was readmitted on 31 January 1980 with exacerbation of his previous symptoms. A thoracotomy revealed a large mass adherent to the Fig The anterior segment of both eyes showed no abnormality, but examination of the fundus revealed a roughly rounded, circumscribed, moderately elevated patch of active retinochoroditis over the macular area of both eyes (Fig. 4) . The vitreous showed fine cellular particles on biomicroscopic examination. A lumbar puncture showed the cerebrospinal fluid to be under normal pressure and to contain one lymphocyte and 3 red blood cells per cubic mm. The protein concentration was 40 mg/100 ml (400 mg/I) and glucose 82 mg/100 ml (4-6 mmol/l). No organisms were seen or cultured, and no capsulated cells of cryptococcus were seen on 3 occasions in Indian ink preparations.
Surgical removal of the lung lesion plus chemotherapy with both drugs resulted in some improvement of the patient and the eye lesions over the next 6 to 10 weeks, and he was discharged on During follow-up examination the anterior uvea of both eyes was seen to be affected with fine keratic precipitates and moderate aqueous flare in both eyes. With application of topical atropine and steroid drops to both eyes, coupled with systemic steroids, 5-fluorocytosine and amphotericin B, the anterior uveitis cleared completely. The macular patches showed the onset of pigmentary changes. In addition there appeared numerous hard, dry exudates spreading along the vessels, especially the lower retinal arterial branches. The vessels near both discs showed some perivascular sheathing, and the temporal half of the disc showed slight pallor. The central vision was reduced to nil, but the peripheral vision improved, especially in the upper fields to finger counting at 2 m.
The patient took his own discharge and was lost to subsequent follow-up. The droppings of pigeons and to a less extent other birds are the main source of cryptococcal infection. Pigeon handlers have a much higher level of antibodies to cryptococci than nonhandlers. 2 The fungus has also been isolated from soil, fruit, and milk.
The Involvement of the eye with cryptococcus is the result of direct extension to the optic nerve from a basal meningitis along the meningeal sheath of the optic nerve or via the blood stream from a localised or disseminated cryptococcal infection. It is thought that in our patient the organism spread to the eyes via the blood stream. Rarely the infection may be localised in the eye.
"
The ocular complications include photophobia, diplopia, nystagmus, ptosis, papilloedema, neuroretinitis, and optic atrophy,'5 but uveitis, endophthalmitis, chorioretinitis, and vitreous invasion by C. neoformans have been reported. '6 A combination of 5-fluorocytosine and amphotericin B has been found to be the most effective treatment, and the use of 5-fluorocytosine enables the dosage of amphotericin B to be reduced. However, since amphotericin B enhances the toxic effects of 5-fluorocytosine, the serum concentration of the latter drug should be kept below 100 mg/I. " One case of failure of treatment of cerebral cryptococcoma and cryptococcal meningitis associated with pulmonary cryptococcosis ('coin lesion') with amphotericin B and 5-fluorocytosine was successfully treated with miconazole.18
